PROTOCOL FOR THE MANAGEMENT OF GRAO N HERNI AS

Backgr ound

Hernia is defined as a weakness in the supporting
structures through which a contained organ may protrude. A
hernia may be described in terns of a weakness or actual
opening or defect in an enclosing |ayer. However, the organ

need not be present within the weakness for the hernia to
exi st.

G oin hernias can be sub-classified into:

1. Inguinal
2. Fenoral

Hernias may further be classified into:

1. Reducible
2. Non-r educi ble - incarcerated

3. Strangul ated - where there is conprom se
to the blood supply to the protrudi ng organ

O her abdominal wall or ventral hernias include:

1. Incisional/Ventral - through a prior
surgical incision in the abdom nal wall
2. Unbilical - through a defect at the

unbilicus or belly button

3. Epigastric - defect through the |inea
al ba above the unbilicus

4. Spigelian - through a defect at the
| ateral border of the rectus nuscle

5. Lunbar - defect through the latera
abdom nal wal

Her ni as may be congenital or secondary, that is, they
develop later in life. The etiology of a hernia that
devel ops secondarily in later life is usually trauma.
However the traumatic explanation may not be entirely clear.
In sonme instance, the patient nmay be able to pinpoint the
preci se event, such as lifting a heavy object,
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and suddenly feeling a tear or severe pain in the groin. In
ot her cases, the patient nmay only recogni ze a gradual bul ge
over years of hard work.

1. Synpt ons _of Herni as

1. Asynpt omati c

a. Many herni as are di scovered only on routine
physi cal exam nation, and patients have no synptons
referable to them

2. Synpt omati c

a. Not i ceabl e, painless bulge in the groin which
may or may not be intermttent.

b. Noti ceabl e, painful bulge in the groin which
may or may not be intermttent.

1. Pain may be quite severe initially,
but usually subsides to a dull ache
unl ess incarceration or strangul ation
occurs.

c. Severe generalized abdom nal pain often
associated wth nausea and vomting, abdom nal distention,
and a non-reduci ble bulge in the groin — which suggests
i ncarceration and/or strangul ati on, causing bowel
obstruction.

d. In the obese patient, actual bul ge can be
m ssed on exam nation, but the patient may present with
synptons and signs of bowel obstruction with no other
eti ol ogy.

I11. Physical Signs

1. Hernia may not be detectable on physica
exam nation. This is frequently the case with baby hernias,
or in obese patients.

2. The defect and/or bulge can be felt in the
i ngui nal canal. For a reducible hernia, often the patient
must be in the upright position and strain, to increase the
i ntra-abdom nal pressure for the hernia to be detected. A
dil ated external ring does not, in and of itself, constitute
t he di agnosis of a hernia.
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3. Si gns of bowel obstruction, such as
abdom nal distention and tenderness, suggests incarcerated
and/ or strangul ated hernia, in the absence of another cause.

| V. Differential D agnosis of G oin Misses

1. Testicular torsion
2. Acute fenoral |ynphadenitis
3. Soft tissue mass, such as |ipona

V. Tr eat nent
1. Non-operative

a. External device or truss to maintain
reduction of the hernia to prevent incarceration and/or
strangul ation. This is nost helpful for |arge ventral
herni as or incisional hernias and of little help in groin
hernias. It does not treat the hernia, it only helps to
prevent conplications resulting fromthe hernia.

2. QOperative Repair

a. Thi s should be scheduled in a tinely fashion
after diagnosis.
b. If there are signs or synptons of

i ncarceration and/or strangul ation, surgery should be
schedul ed nore urgently or energently (usually within 24

hours) .
C. Qut - pati ent

1. Conventional surgical treatnent is
performed under |ocal, neuroleptic (IV
sedati on and | ocal anesthesia),
general anesthesia, spinal or epidural
anest hesi a.

2. Laparoscopic repair usually requires
gener al anest hesi a.
3. | f strangul ati on has occurred, the

patient may require conversion to a
general anesthetic with ful

| aparotony with resection of the

i nvol ved organ. The patient may need
adm ssion to the hospital follow ng
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this procedure.

Most surgeons performng hernia repairs today use a
tension free techni que which reduces pain, reduces the risk
of recurrence, and enables the patient to return to work
much quicker. A tension free repair can be perforned either
usi ng an open techni que or a | aparoscopic techni que. The
type of repair is usually based on the patient’s anatony, as
wel | as the surgeons preference and experti se.

Most groin hernias can be repaired on an outpatient
basis. If incarceration and/or strangul ation occurs, and
conversation to a laparotony is required or a bowel
resection is required, admssion to the hospital is usually
required, and recovery is usually |onger.

VI . Conplications Resulting fromRepair of the Hernia

I nfection—rare

Wund Henmat onma/ Ser ona

Nerve entrapnment with hypesthesias or nunbness
Recurrence —early or |ate

Testicular ischem a/lnfarction —rare

kW E

VII. Follow Up

1. Patients are usually treated as outpatients with
initial postoperative visit one to two weeks follow ng the
surgery. Patients may return to work at 2 weeks. For
i ndi viduals who routinely [ift greater than 100 | bs., 3
weeks recovery is generally required. Follow up visits
beyond 2-3 weeks are generally needed if conplications have
occurred. Patients who undergo bilateral hernia repair, in
general, should not require |onger recuperative tine.
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VI, Precauti ons to Prevent Recurrence from Wrk-Rel at ed
Her ni as

Cessati on of snoking

Wei ght reduction

Muscl e strengtheni ng exercises, which usually do
ot require physical therapy

Learni ng proper techniques in lifting and bending

3 WONE
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